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Introduction
Behavioral support improves smokers' chances of quitting but quit rates are typically lower for smokers supported by 'community practitioners' for whom smoking cessation is a small part of their job than for those supported by 'specialist practitioners' for whom it is the main role. This paper examined the factors that might contribute to this.
Method
A total of 573 specialist practitioners and 466 community practitioners completed a 42-item online survey that covered demographic and employment information, current practices, levels of training and 4-week CO-verified quit rates. Responses were compared for community and specialist practitioners. Mediation analysis was undertaken to assess how far 'structural' and 'modifiable' variables account for the difference in quit rates.
Results
Specialist practitioners reported higher 4-week CO-verified quit rates than community practitioners (63.6% vs. 50.4%, p<.001) . Practitioners also differed significantly in employment variables, evidence-based practices and levels of training. Six 'modifiable' variables (proportion of clients using an 'abrupt' quit model, duration of first session, always advising on medications, number of days training received, number of sessions observed when starting work and having been observed in practice and received feedback) mediated the association between practitioners' role and quit rates over and above the 'structural' variables, explaining 14.3% to 35.7% of the variance in the total effect.
Introduction
The English National Health Service's (NHS) Stop Smoking Services (from hereon 'the services') were established in 1999. The services were developed from a strong evidence base (West, McNeill, & Raw, 2000) and have proven highly successful. Since their foundation they have helped over 625,000 people to stop smoking long term, saving an estimated 70,000 lives (Department of Health, 2011) . The services were also a world first, and their 13 years of experience can provide important lessons for the establishment of treatment services across the world as specified in Article 14 of the WHO Framework Convention on Tobacco Control (World Health Organisation, 2003) .
Initial guidance on the services recommended that the primary treatment model should be behavioral support delivered in a group setting combined with nicotine replacement therapy (NRT), delivered weekly across six weeks. This 'specialist support' was to be augmented by one-to-one support in community settings to allow services to reach a greater number of smokers (McNeill, Raw, Whybrow, & Bailey, 2005) . However, one-to-one support delivered in community settings has become the norm so that in 2010-2011, only 5% of smokers setting a quit date at the services did so in a group, and less than a third (31%) did so at a specialist service (The NHS Information Centre, 2011). Thus the large bulk of the services are now delivered by 'community' practitioners, who deliver them as part of, or in addition to, another role, e.g. as a pharmacist, practice nurse or midwife, (frequently in community settings, e.g. at GP surgeries, pharmacies, dentists, children's centres etc…) and only a minority of smokers are seen by 'specialist' practitioners, employed primarily to deliver stop smoking interventions (typically directly by the service).
It appears that that support delivered by community practitioners may be less effective than that delivered by specialist practitioners. Bauld and colleagues (Bauld et al., 2011 ) compared an intensive group-based service delivered by specialist practitioners and a medium intensity, one-to-one, pharmacy-based support, delivered by trained pharmacists and their assistants. All participants also received NRT. Those treated by specialist practitioners achieved a significantly higher 12-month quit rate than those treated by community pharmacists (6.3% vs. 2.8%). McEwen and colleagues (McEwen, West, & McRobbie, 2006 ) also compared a more intensive group support delivered by specialist practitioners with one to one support delivered by community practitioners within a single service, with all participants also receiving pharmacological treatment (NRT or bupropion). At four weeks, significantly more smokers who saw specialist practitioners were abstinent compared with those seeing community practitioners (30% vs 19%). However at least part of the difference in these studies could have been due to use of group versus individual support (Bauld et al., 2011; Brose et al., 2011; McEwen et al., 2006; ).
Brose and colleagues (Brose et al., 2011) found that support delivered in specialist clinics (and therefore by specialists) was more effective than that delivered in primary care, and in a survey of practitioners (McDermott, West, Brose, & McEwen, 2012) , specialists reported higher quit rates than community practitioners. Success rates vary widely even among specialist practitioners so the potential for differences in effectiveness between specialists and community practitioners is likely to be high.
Treatment manuals for services should be based on evidence-based national guidance (i.e.
(Department of Health, 2011; National Institute for Health and Clinical Excellence, 2008) . The evidence-base indicates the superiority of varenicline or combination NRT over other forms of pharmacology or no medication (Brose et al., 2011; Cahill, Stead, & Lancaster, 2007; Stead, Perera, Bullen, Mant, & Lancaster, 2008) , the effectiveness of specific behavior change techniques (BCTs) used by practitioners during one-to-one support (West, Walia, Hyder, Shahab, & Michie, 2010 ) and currently recommends abrupt over gradual cessation. Practice should follow these principles regardless of the status of the practitioner. Failure to do so may account for part of any difference observed between specialist and community practitioners.
Other aspects of practitioners' roles that could contribute to differences in effectiveness include experience, as specialist practitioners are likely to treat much larger numbers of smokers, and the number of sessions and duration of each session, as community practitioners may spend less time with clients as they try to balance the demands of their different roles. Practitioners' ability to deliver high quality evidence-based support also depends on their being adequately trained. There Given the proliferation of stop smoking support delivered by community practitioners, and evidence to suggest that they may deliver less effective support than specialist practitioners, it is important to assess whether there are any differences in practices that can be addressed. The current study aimed to assess differences in demographic and employment variables, practices (primarily practitioners' adherence to the evidence base), and levels of training between specialist and community stop smoking practitioners and to examine the extent to which these variables mediate the association between practitioner type and quit rates.
Methods

Design and recruitment
An online survey was administered via a hyperlink sent out by email to three different groups: (a) all stop smoking service managers in the NCSCT database (n= 154) with a request that they forward it on to all staff who deliver stop smoking support; (b) all commissioners on the NCSCT database (n=138) with a request that they forward it to all those they commission to deliver stop smoking support, and (c) all those who had signed up for the online NCSCT Stage 1 Training Programme for stop smoking practitioners (more details on the programme can be found at (Brose, West, Michie, Kenyon, & McEwen, 2012) ) and reported that they delivered support for an NHS provider (n=4230). Email reminders were sent at 10 and 20 days after the initial contact, with a final reminder sent 5 days preceding the survey's close. In addition, approximately 700 flyers were distributed at an annual educational and promotional event held in December 2011 in London for those working in smoking cessation (www.stopsmokinglive.org).
As an incentive, all respondents completing the survey were entered into a draw to win a prize of free registration, transport and accommodation at the UK National Smoking Cessation Conference 
Survey content
The first part asked for contact, demographic and employment details. To determine practitioners' role, we asked 'Are you employed as a Specialist stop smoking practitioner (working directly for the Stop Smoking Service primarily to deliver stop smoking support) or as a Community stop smoking practitioner (delivering support in the community, e.g. at GP surgeries, pharmacies, dentists, children's centres, as part of or in addition to your main role, e.g. as a pharmacist, practice nurse etc…)? Participants could respond with either: 'Specialist' stop smoking practitioner;
'Community' stop smoking practitioner or 'Other'. If responding with 'other' they were asked to provide details. We also asked how many clients they had seen in the past 12 months (in increments of 10 on a scale ranging from 0 to 400) and what percentage of these clients were carbon monoxide (CO)-verified four-week quitters (in increments of 10%).
Following this we asked practitioners to detail their current practices. Specifically, we asked them to report the treatment models they offer, which specific medication, if any, they recommend to clients, how frequently they offer the abrupt quit model, the proportion of their clients that use the abrupt cessation model (in increments of 10%) and whether they have treatment manuals or protocols telling them how to deliver sessions for one-to-one stop smoking support. We also asked practitioners some specific questions about the one-to-one support they conduct, specifically how long their initial (assessment) and subsequent sessions last (in increments of 5 ranging from 0-120 minutes) and how many sessions with each client they have (in single increments ranging from 1 to 20). We also asked practitioners to rate the proportion of their clients with whom they had used each of 16 BCTs, the inclusion of which in treatment protocols was associated with short term quit rates (West et al., 2010) , in one-to-one support over the previous three months, on a five point scale
(1 = 'None of them; 5 = 'All of them').
The survey then asked for details of practitioners' levels of training, specifically how many days training they received when they started working (in single increments ranging from 1 to 10) how many stop-smoking sessions they had observed an experienced practitioner deliver before seeing clients of their own (in single increments ranging from 0-30), how often they attended update training (never, more than annually, annually and less than annually) and whether they had ever been observed in practice and received feedback on their performance whilst working as a practitioner. Where participants were presented with a range of categories to choose from, a freetext 'other' option was also presented.
Data analyses
Respondents' free-text responses were subject to content analysis to assess the frequency of specific categories of response. Differences between specialist and community practitioners were assessed using chi-squared tests for categorical variables and independent samples t-tests for continuous variables using SPSS Statistics (Version 19). Analyses were restricted to those working at the services for at least three months for those items rating the frequency of BCT use and 12 months for analysis of the number of clients seen, the proportion of clients that were CO-verified 4-week quitters, frequency of attending 'off the job' update training and whether practitioners had been observed in practice and received feedback. As the modal response for all the BCTs was 'all clients', this variable was dichotomized to 'all clients' versus 'less than all clients'. A figure for the total number of BCTs each practitioner reported using with all clients was also calculated.
In order to determine which variables contributed to observed difference in the abstinence rates, mediation analyses were conducted. Rather than use the Baron and Kenny (Baron & Kenny, 1986) method, which has been criticized in recent years (Fritz & Mackinnon, 2007; MacKinnon, Lockwood, Hoffman, West, & Sheets, 2002) , we used structural equation modeling in conjunction with bootstrapping (Preacher & Hayes, 2008 ) using Mplus v 6.12 (Muthen & Muthen, 2004) .
Estimates of the indirect (mediated effect of the IV on the DV), direct (unmediated effect of the IV on the DV) and total effects (unmediated and mediated effects of the IV on the DV), were calculated. All continuous variables were categorized for consistency (categorizations are given under the tables). As Probit coefficients (B) may be unfamiliar we transformed these to approximate logistic coefficients (Odds Ratios) with OR ~exp 1.81B (Guo, Aveyard, Fielding, & Sutton, 2009 
Demographic and employment characteristics
In total, 50.6% (n=573) of respondents were specialist practitioners and 41.2% (n=466) were community practitioners. A further 7.2% (n=82) were an 'other' type of practitioner and 1% (n=11)
failed to report on their role and were excluded from comparisons between practitioner type. The most commonly reported primary roles for community practitioners were practice nurse (30.8%, n=135), health care assistant (14.8%, n=65), pharmacy assistant (10.7%, n=47) and community pharmacist (9.6%, n=42). Participants' demographic and employment variables are shown in Table   1 . Specialist practitioners reported a significantly higher number of smokers setting a quit date with them, had been in role longer and reported having a significantly higher proportion of clients who were CO-verified as abstinent at four weeks than community practitioners.
Current work practices of stop smoking practitioners
Significant differences between specialist and community practitioners were found for six of the eight treatment models covered by the survey (Table 2) . In each case, a greater proportion of specialist practitioners reported offering the model. When asked to identify from a list of all stop smoking medications currently available in England, which, if any, specific medication they most frequently recommend, across all practitioners, the most cited responses were combination NRT followed by varenicline (Table 2) . A significantly higher proportion of community practitioners reported recommending varenicline and a specific NRT product than specialist practitioners, whilst specialist practitioners were more likely to report not recommending any specific medication than community practitioners.
Less than half of all practitioners reported using the abrupt cessation model 'always'. Specialist practitioners were more likely always to use the model and had a higher proportion of their clients use the model than community practitioners. Specialist practitioners reported that on average the sessions they delivered for one-to-one support were longer and that they had significantly more sessions for one-to-one support than community practitioners (Table 2 ).
Significant differences in use between specialist and community practitioners were found for use of nine of the 16 evidence-based BCTs (Table 3 ). In each case specialist practitioners were more likely to report using the BCT with all of their clients than community practitioners. Specialist practitioners also had a greater total number of BCTs used with all of their clients than community practitioners.
Current training levels of stop smoking practitioners
Specialist practitioners reported a significantly greater number of days training prior to starting work and observing a greater number of sessions conducted by an experienced practitioner than community practitioners. There was a significant difference between practitioner type in frequency of update training: specialist practitioners were significantly more likely than community practitioners to attend update training more than once a year. The majority of community practitioners reported attending update training once a year, that they had never been observed in practice and received feedback on their performance, nearly twice the proportion than specialist practitioners (Table 4) .
Mediation analyses
Of the structural variables, offering one-to-one drop-in sessions, closed groups, and home visits, independently mediated between practitioners' role and proportion of clients CO-verified as quitters, explaining 21.4%, 50% and 50% of the variance in the total effect respectively. In a multimediator model one-to-one drop-in sessions, closed groups, home visits and practitioners' level of training were found to be significant mediators of the association between practitioners' role and the 
Discussion
The results supported previous research showing that specialist practitioners deliver more effective stop-smoking support on average than community practitioners who provide this support as a small part of their professional role. They reveal a number of factors that explain this difference, many of which are modifiable by improved management, training and supervision.
As has been found previously (McDermott et al., 2012) and contrary to national guidance (Department of Health, 2011), community practitioners received less initial training and supervision, and this was found to account in part for their lower success rates. Relevant knowledge for delivering smoking cessation support can be learned and assessed through an online programme (www.ncsct.co.uk) (Brose, West, Michie, Kenyon, et al., 2012) and confidence in delivering evidence-based BCTs can be boosted significantly after attendance at a two-day face-to-face training programme with improvements maintained after three month .
Community practitioners were less likely to follow recommended practice and this partly accounted for their lower quit rates. Of particular note is a greater allowance for gradual rather than abrupt quitting. A recent meta-analysis found no difference between abrupt and gradual quitting methods (Lindson, Aveyard, & Hughes, 2010 ) the studies were typically small and other evidence (Cheong, Yong, & Borland, 2007; Wee, West, Bulgiba, & Shahab, 2011) have found an advantage to abrupt quitting. The present results support this approach.
It is important to note that there were many areas of practice that did not differ between community and specialist practitioners and that many of the former reported high success rates. It is clearly possible for community practitioners achieve very good results and to provide an excellent quality service. The results of this study highlight specific areas that should be targeted by improved management, training and supervision.
Strengths and limitations
The extent to which the sample studied was representative of all practitioners in England cannot be determined because there is no compulsory register. The estimated response rate of 27% in the current survey is lower than the average response rate of 40% reported by Cook and colleagues (Cook, Heath, & Thompson, 2010) in a meta-analysis of 68 studies based on online surveys.
However many practitioners on the database will have been on short-term contracts and may no longer be practicing (Bauld, Coleman, Adams, Pound, & Ferguson, 2005) and the sample characteristics, in terms of the proportion of role spent delivering stop smoking interventions, the number of clients seen, treatment models offered and CO-verified quit rates, are consistent with previous research (McDermott et al., 2012) . On the other hand, it is likely that our sample was biased towards more experienced and well-trained practitioners given that the claimed success rates in our survey were higher than the national average (The NHS Information Centre, 2011). However, it seems unlikely that this could account for the differences between specialist and community practitioners observed.
Conclusions
The findings of this study support previous research in showing that community practitioners for whom smoking cessation support is only a minor part of their professional role may be less effective on average than specialist practitioners. A significant proportion of the difference can be accounted for by modifiable factors such as management and supervision, amount of training received and use of gradual rather than abrupt quitting. Addressing these issues should be an urgent priority bearing in mind that for most smokers' clinic clients even one year of smoking loses them 3 months of life expectancy (Doll, Peto, Wheatley, Gray, & Sutherland, 1994) . 
